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phoblastic leukemia (ALL) presented to our Emergency
Department 3 weeks after finishing chemotherapy with dys-
uria, fecaluria, suprapubic abdominal pain, high-grade
fever, vomiting, and diarrhea. Vital signs were stable. There
were no specific findings on physical examination, except
for suprapubic tenderness. Workup showed positive
Clostridium difficile toxin in the stool and hyperchloremic
normal anion-gap metabolic acidosis with a bicarbonate of
11 mEq/L. The complete blood count revealed white blood
cells of 7.8  109/L with 88% segmented neutrophils and
an absolute neutrophil count of 6.8  109/L. Urine analysis
showed 3–6 white blood cells per high-power field, 2–4
red blood cells per high-power field, negative nitrate, and
negative leukocyte esterase. Computed tomography with
contrast scan of the abdomen showed a vesicoileal fistula
with enteroenteric fistula at the level of the anterior dome
of the bladder associated with ileal bowel wall thickening,
in keeping with inflammatory reaction (Figs. 1 and 2). Intra-
venous alkalinization was started. Antibiotics, includingmetronidazole, cefepime, vancomycin, and amikacin, were
initiated. The aim of the initial antimicrobial therapy was to
provide broad-spectrum coverage for suspected sepsis.
Metronidazole was used to treat the C. difficile infection.
Urine culture showed mixed growth dominated by Escheri-
chia coli (50  106 organisms/L). Twelve days after admis-
sion, the patient underwent laparotomy and closure of the
fistula between the ileum and the bladder (Fig. 3). Pathol-
ogy revealed granulation tissue with extensive chronic
inflammation at the level of the fistula and chronic inflam-
mation at the level of the bladder. There was no leukemic
infiltration. Following the surgery, the patient had resolu-
tion of the urinary tract symptoms and the metabolic acido-
sis. He was discharged from the hospital in good condition.
Vesicoileal fistula is an uncommon condition. In children,
enterovesical fistula can be congenital due to anorectal
imperforation, congenital diverticulitis, or gastrointestinal
tract duplication [1]. It can also be inflammatory due to
Crohn disease [2]. Numerous solid neoplasms have been
implicated in fistula formation [3,4]. However, fistula for-
mation is rarely associated with hematologic malignancies.
A case of enterovesical fistula was reported in a 72-year-
old patient with chronic lymphocytic leukemia. The patient
had diffuse leukemic infiltration of the small intestines [5].
Another case of ureteroappendiceal fistula was reported in alastic leu-
Fig. 3 Surgical specimen showing the fistula.
Fig. 1 CT pelvis with contrast showing the fistula between
the bladder and the ileum (arrow).
Fig. 2 CT pelvis without contrast showing the fistula between
the bladder and the ileum (arrow).
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was attributed to appendicitis followed by perforation and
abscess formation [6]. Our patient was in complete remis-
sion and had no leukemic infiltration of the small intestines
on pathology. The patient remained in complete remission 2
years after the laparotomy. We describe the development
of a vesicoileal fistula in an ALL pediatric patient. Based
on a literature review, this appears to be the first reported
case of a vesicoileal fistula and C. difficile infection in a
pediatric patient with ALL.
Immunocompromised children may develop different
kinds of fistulas, such as perianal fistulas, enteric fistulas,
and pericardial fistulas due to infection with Actinomyces,
[7] Campylobacter jejuni, [8] and Mycobacterium tubercu-
losis, [9] respectively. There are no reported cases of C. dif-
ficile colitis as a cause of enterovesical fistulas in
immunocompromised children. In human immunodeficiency
virus patients, an enterovesical fistula has been reported
twice. The first case was due to infiltrative non-Hodgkin
lymphoma, [10] and the second was due to tuberculosis
reactivation, [11] however, C. difficile infection was never
reported as a cause of enterovesical fistulas in human
immunodeficiency virus patients.
The vesicoileal fistula in our patient may be due C. diffi-
cile colitis. C. difficile infection is a frequent complication
in patients with hematologic malignancies [12]. C. difficile
produces endotoxins A and B. Both toxins are cytotoxic,
causing disruption of the actin cytoskeleton and tight junc-
tions, and resulting in decreased transepithelial resistance,
fluid accumulation, and destruction of the intestinal epithe-
lium [13]. Given that C. difficile is a common infection in
immunocompromised patients, we need to be aware of
the unusual but possible occurrence of enterovesical fistula
in immunocompromised children with C. difficile infection.
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